Erosive inflammatory variants of generalised osteoarthritis have been described by several authors, who emphasise differences between these conditions and rheumatoid arthritis (RA). -7 Sjogren's syndrome (SS), although well known to be an extra-articular feature of RA, has not been thought to occur in increased frequency in association with osteoarthritis (OA).
We have encountered five women, all with sicca features and two with definite SS, who presented with a destructive arthropathy most consistent with erosive osteoarthritis (EOA). After an interval of several years wrist involvement in three cases and severe proximal interphalangeal joint (PIP) destruction in all raised the possibility of progression to RA. Such atypical cases provoke important questions about the pathogenesis and clinical spectrum of EOA and its relationship to other rheumatic disorders.
Patients and methods

CLINICAL FEATURES
All five patients were seen over an eight year interval in a hospital based rheumatology practice.
All were females with a mean age at initial assessment of 68 years. Follow up ranged from one to 10 years, with a mean of six years.
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All patients had a history of asymptomatic Heberden's nodes for several years before presentation and then developed new symptoms in the distal interphalangeal (DIP) joints characterised by marked redness, swelling, pain, and stiffness, followed by similar PIP joint involvement. No other joints were symptomatic initially, and none of the five had constitutional symptoms.
On initial examination all patients showed inflammatory changes of DIPs and PIPs characterised by tenderness and swelling with synovial thickening or effusions, or both (Fig. 1) Hand films of the two most severe cases illustrate the progressive and destructive nature of this arthropathy. In case 1 (Fig. 2a) Initial radiographs of case 3 again showed striking central IP joint erosions with crush deformity (Fig. 3a) , asymmetric radiocarpal and intercarpal joint space narrowing and cysts, advanced first CMC disease, and a 'rheumatoid like' erosion at the tip of the ulnar styloid. Progression of these changes with ultimate fusion of some PIPs is shown in Fig. 3b .
Similar IP erosions were present in the hand radiographs of the other cases, though progression was not as severe. Moreover, wrist joints were hot affected, though one additional case had clinical evidence of ECU tenosynovitis. All 
Discussion
Awareness of a polyarticular form of OA of the hands was reflected in the 19th century writings of Haygarth, Garrod, and Adams.'-13 More detailed clinical descriptions have since followed, and with these, various terms for this condition have emerged in the literature. These include 'generalised OA' 'inflammatory OA', and 'erosive OA' (EOA). Generalised osteoarthritis was initially described in the classic monograph of Kellgren and Moore, in which a characteristic distribution of OA with erosive OA is characterised by lack of juxtaarticular osteoporosis, the presence of prominent DIP joint involvement, and radiological subchondral sclerosis and hypertrophic new bone formation at both the DIP and PIP joint. Wrist involvement occurs in EOA but is generally confined to the radial side of the carpus, with frequent involvement of the trapezium and adjacent metacarpal and carpal bones. 15 It is noteworthy that Peter et al found that synovial pathology in cases of EOA was not qualitatively different from that of RA, with synovial lining cell hyperplasia, round cell infiltration, subsynovial fibrosis, and pannus being common findings.2 However, others have felt that despite many similarities, significant differences in the synovial pathology do exist. 16 Moreover, the radiological findings of central subchondral erosions and hypertrophic bone reaction in EOA, in contrast with the peripheral 'pocket' erosions due to pannus in RA, imply critical differences in synovialcartilage interaction in the two conditions.
Although several reports suggest that judicious x ray interpretation facilitates differentiation between EOA and RA, potential for confusion still exists. Moreover, Ehrlich has described progression to features of classical or definite RA in 15% of patients with typical inflammatory OA.17 18 
